Over the last three decades, 35 million people have died of AIDS. As a result, HIV/AIDS has brought about a significant reduction in human capital, especially in Sub-Saharan Africa. Several studies have examined the effects of HIV/AIDS on human capital, in particular educational attainment. These studies have examined different countries, datasets, and educational outcomes.
INTRODUCTION
About 17 million children have lost one or both parents to HIV/AIDS since the eruption of the epidemic (USAID, 2016) . Most of these children (about 90%) reside in Sub-Saharan Africa (SSA).
An estimated 3.4 million children under 15 years are currently living with HIV (USAID, 2016) .
HIV-infected children, AIDS orphaned children, and children with HIV-infected parents may be deprived of opportunities that lead them to become economically productive adults (UNAIDS, 2004) . In particular, HIV/AIDS may impede on children's schooling, through childhood illness, orphanhood, and parental illness. The effects may further differ by gender, thereby inducing a gender-gap in schooling among children affected by HIV. Given the various ways in which HIV disrupts children's schooling, it is important to know the impact of HIV/AIDS on life chances of boys and girls; specifically, on their educational attainment, enrollment, and attendance.
The literature on the educational attainment of orphans and children living with HIV-infected adults has been reviewed before by Guo, Li and Sherr (2012) . They include 23 quantitative studies that analyzed the impact of HIV/AIDS on educational attainment of children affected by HIV. Most of the literature in this review analyzed educational attainment of orphans only. The review showed that educational attainment of children differed by type of orphan (i.e., double orphan, maternal orphan, or paternal orphan). However, results on gender-gaps in educational attainment were mixed and also varied by type of orphan. This review study excluded qualitative papers which capture issues that may not be identified by quantitative studies. These include pathways through which HIV affects children's education. Goldeberg and Short (2016) conducted a systematic review that included 45 articles. The study examined physical and emotional health as well as schooling of children living with HIV-infected or AIDS-ill adults. The studies included highlighted factors that influence these outcomes, including poverty, transmission of opportunistic diseases, caring for sick adults, stigma, and lack of support. Only 10 out of 45 studies (9 quantitative and 1 qualitative) reported results on educational outcomes. This left out many important and relevant studies on educational attainment of HIV/AIDS affected children. This review showed that children who live with HIVinfected parents and adults attended school less frequently and had deficits in grade progression.
Other important forms of educational attainment such as dropout, enrollment, and years of schooling were not discussed in this review.
From the literature, three main underlying mechanisms by which HIV affects educational attainment of children can be identified. These are: sickness of the child, orphanhood, and HIV infection of parents (UNICEF, 2006) . These mechanisms may have different effects on educational outcomes of children. Henceforth, this review examines how the extent to which HIV affects children's schooling differs by these three mechanisms. We focus on three main effects: 1) Effects on children: Due to illness, HIV-infected children may miss school days and perform academically less than non-HIV children. Correspondingly, orphans -even when they are not sick themselves -generally obtain less schooling compared to nonorphans (Case, Paxson, & Abledinger, 2004; Ardington & Leibbrandt, 2010; Evans & Miguel, 2007) . Hence, it is important to further analyze the effects of HIV on various educational outcomes so as to identify the most vulnerable groups.
2) Effects of HIV on gender-gaps in educational outcomes: Because of HIV, women and girls are more likely to lose jobs, loose income, miss school, and primarily take care of sick people due to patriarchal norms that subordinate women (Madiba and Ngwenya, 2017) . In addition, women and girls are the majority of the HIV affected population (UNWOMEN, 2015) ; therefore, they are more likely to suffer from the effects of this disease.
3) Intergenerational (parent-to-child) transmission of education in case of HIV/AIDS: Children with HIV/AIDS-ill parents may observe their parents physically deteriorate from the disease and may experience both parents' deaths, sometimes in quick succession. This may lead to post-traumatic stress syndrome, depression, poverty, and stigma (UNAIDS, 2004; Cluver, Orkin and Boyes 2012; Anabwani, Karugaba, and Gabaitiri, 2016) . To the extent that children's educational attainment is highly correlated with parental education schooling (Becker, 1986; Björklund and Salvanes, 2011) , HIV may interfere with intergenerational (parent-to-child) transmission of human capital. Without parental human capital investment, chances of upward social mobility may decrease (Spiegler, 2018) .
Our systematic review adds to the aforementioned reviews by: (i) including papers that examine sick children, AIDS-orphaned children, children living with HIV-infected parents or caregivers, or children living with an HIV-infected family member; (ii) distinguishing three pathways through which HIV/AIDS affects children's educational attainment; (iii) focusing on direct effects of HIV on educational attainment by only including studies that have information on HIV/AIDS infection or confirm AIDS deaths of the parent/guardian; (iv) analyzing results based key themes identified in the introduction (I) HIV-affected vs HIV-unaffected children; (II) gendergaps in educational attainment; and (III) intergenerational transmission of education.
From the quantitative papers, the following information was extracted: country of analysis, children's level of schooling, education variables used, HIV status, gender and age of the child, income and education of the parents, income and education information of caregivers, type of orphan, information on intergenerational transmission of education, type of data, number of observations, method of analysis, comparisons made in the analysis, and summary of the results.
From the qualitative papers, the following information was extracted: country of analysis, HIV status method of data collection, type of individuals interviewed, education outcome analyzed, and summary of results. From the mixed-methods papers, a combination of information from quantitative and qualitative results was extracted. The results were synthesized and were presented in the form of tables and narrative descriptions (see Appendix 2) .
Assessment of publication quality
The quality of the papers selected for the review, was assessed using the Mixed Methods Appraisal Tool (MMAT) (Pluye et al., 2011) . The MMAT is used for complex systematic literature reviews that include quantitative, mixed-methods, and qualitative studies. It accounts for five common methodologies, qualitative (section 1), quantitative randomized (section 2), quantitative non-randomized (section 3), descriptive (section 4), and mixed (section 5). Each section is comprised of three to four questions related to data sources, data collection, and outcome data. A quality score between (25% to 100%) is assigned for each study component. An answer of "yes", "no", or "I can't tell" is assigned for each question in the corresponding study component (see Appendix 3) . Papers of good quality met all criteria (i.e., had a score of 100%) and papers of poor quality did not meet any criteria (i.e., had a score of 0%). We also checked the quality of our review by using the PRISMA 2009 checklist (see Appendix 4) . Figure 1 shows a flow chart of the selection process as per PRISMA guidelines. Using the search terms in Table 1 , a total of 1,515 papers were extracted from EconLit, ERIC, PubMed, SocINDEX, and Web of Science (WoS), Google Scholar and references of selected papers. After duplicates were removed, the exclusion criterion was applied and full texts were read. This left 57 papers (43 quantitative, 7, mixed-methods, and 7 qualitative) . Of these 57 papers, there were 7 mixed-methods papers that were included in both the quantitative and qualitative groups distinguished in the analysis. Table 2 shows the characteristics of 50 selected quantitative papers (43 were purely quantitative and 7 were mixed-methods papers). The papers used randomized, non-randomized, and descriptive methods. These studies were published between 1994 and 2018. About 60% (30 out of 50) of these papers reported studies conducted in Southern and East Africa. Most of the papers used attendance, enrollment, correct grade for age, and years of schooling as measures of schooling. In some cases, studies used multiple educational outcomes. Regression analysis was the most common form of analysis applied in these papers (27 out 50) . 
RESULTS

Figure 1: Flow chart of the selection process
General characteristics of the selected papers
Number of Publications
Publication reference in Appendix 1
Year of publication N=50 2015-2018 2010-2014 2005-2009 2000-2004 1995-1999 1990-1994 14 19 10 2 2, 18, 19, 20, 21, 22, 31, 35, 36, 39, 44, 49, 50, 51 1, 4, 5, 7, 8, 10, 16, 23, 25, 27, 28, 29, 30, 38, 41, 42, 46, 53, 54, 55 6, 11, 14, 15, 34, 47, 48, 52, 56, 57 12, 33 3, 9, 32 43 Region/Country of Study N=50
Multiple African countries (more than 1 country) Southern Africa East Africa West Africa (Guinea) East Asia (China) South Asia (India) Latin America (Brazil) North America (USA)   3  16  14  1  8  3  1  4   1 , 22, 44, 2, 4, 7, 8, 14, 15, 25, 28, 29, 31, 35, 36, 38, 41, 42, 43 3, 6, 10, 20, 21, 27, 30, 34, 47, 48, 49, 50, 51, 57 11 18, 19, 23, 52, 53, 54, 55, 56 5, 16, 39 46 9, 12, 32, 33 Sample size N=50 0-10 10-50 50-100  100-200  200-500  500-1000  1000+   1  1  7  1  16  9  15 12, 46 3, 9, 16, 32, 33, 43, 47 55 5, 10, 11, 23, 25, 28, 30, 35, 36, 39, 48, 49, 53, 54, 56, 57 2, 7, 18, 19, 20, 22, 31, 38, 44 1, 4, 6, 8, 14, 15, 21, 27, 29, 34, 41, 42, 50, 51, 52 18, 19, 47, 48, 49, 50, 51 1, 4, 6, 7, 8, 10, 11, 14, 15, 20, 21, 22, 23, 27, 29, 30, 31, 34, 36, 38, 39, 41, 42, 44, 52, 53, 57 2, 3, 5, 12, 25, 28, 32, 43, 46, 54, 56 9, 16, 33, 35, 55 Education variables analyzed N=89 (Some studies analyzed multiple outcomes) Enrollment, dropout, years of schooling   Attendance, absenteeism, truancy   Grades, correct grade for age, highest grade level, grade  repetition, grade progression  Other   23   24   22   20   1 , 3, 5, 7, 15, 16, 25, 27, 29, 31, 32, 38, 39, 42, 43, 44, 46, 48, 50, 53, 54, 55, 56 1, 2, 5, 7, 11, 12, 14, 16, 21, 25, 34, 35, 38, 39, 41, 42, 44, 46, 50, 53, 54, 55, 56, 57 1, 2, 4, 5, 10, 12, 14, 18, 19, 20, 23, 31, 32, 33, 36, 39, 41, 42, 44, 46, 48, 52 6, 7, 10, 12, 18, 19, 22, 23, 25, 27, 29, 30, 38, 44, 47, 48, 49, 50, 51, 52 Table 3 shows the characteristics of the 14 papers that report qualitative results (7 were purely qualitative and 7 were mixed-methods). The papers were published between 2006 and 2017. All of the studies were conducted in Southern and East Africa. Almost all (12 out of 14) of the studies included various forms of interviews and focus group discussions. The main education variables were attendance and dropout. 2, 13, 20 5, 7, 17, 24, 25, 28 15, 26, 37, 40, 45 Region/Country of study N=14
Multiple Countries (Swaziland and South Africa) Southern Africa East Africa 1 9 4 40 2, 4, 7, 13, 15, 20, 25, 28, 37 17, 24, 26, 45 Method of data collection N=15 (Ref. #11 used both methods)
Interviews (interviews, semi-structured interviews, focus group discussions, in-depth interviews, exit interviews, informal interviews) Other (letter writing, case studies) 13 2 2, 4, 7, 13, 15, 17, 20, 24, 25, 26, 28, 37, 40 28, 45 Education variables analyzed N=25 (Some papers analyzed multiple variables) Dropout  Enrollment  Other   10  3  6  1  4   2 , 4, 7, 13, 15, 17, 20, 26, 28, 40 17, 25, 28 7, 13, 25, 26, 28, 45 15 2,24, 25, 37, 45 The quality of the quantitative, qualitative, and mixed-methods papers is assessed and presented in Appendix 3. In short, the assessment tool provides a score based on the data and methodological quality of quantitative, qualitative, and mixed-methods papers. Approximately 53% (23 out of 43) of the purely quantitative papers had a score of 100% (i.e., they met all four criteria), followed by about 19% (8 out of 43) that met three criteria, 12% (5 out of 43) met two criteria, 12% met one criterion, and about 5% met none. Only 1 out of 7 papers (14%) of the mixed-methods papers met all criteria, 57% (4 out of 7) met two, and 29% (2 out of 7) met one.
Attendance Absenteeism
For the purely qualitative papers, about 43% (3 out of 7) met all four, 29% (2 out of 7) met three, and 29% (2 out of 7) met two criteria. Table 4 shows the main findings of the 50 quantitative studies. There were 7 mixed-methods studies included in this group which were also included in the qualitative study group. The three main results categories are (i) HIV-affected and HIV-unaffected children; (ii) gender comparisons in schooling outcomes; and (iii) and intergenerational transmission of education. The table lists the effects of HIV on five main educational outcomes and indicates whether effects or no effects were found.
Relevant findings reported in the papers reviewed
There were 14 papers included in the qualitative study group. This included 7 purely qualitative papers and 7 mixed-methods studies which are also found in the quantitative study group. Of these studies, 12 studies conducted interviews. Individuals who participated in the qualitative studies included HIV-infected children, HIV-infected parents, non-HIV parents, adult caregivers, child carers, teachers, and pupils. 2, 8, 9, 14, 28, 32, 41, 57 2, 42 11 21 1, 8, 9 21, 34,38, 41 Enrollment 3, 8, 27, 39 29 3, 8 15, 29,38 Dropout 5, 39, 43, 46 7 43 Correct grade for age 4, 8, 20, 27, 33, 39, 42 41 41 1 29,38 Years of schooling 42 Other 6 46 12, 14, 29, 51 10, 22 6, 18, 19, 38, 49 52 36 14, 15, 36,38  Summary of educational outcomes of HIV-affected children 19 out of the 22 quantitative studies on HIV-affected children (Category 1 in Table 4 ) found that HIV-infected children and AIDS orphans attained less education than HIV unaffected children. This is in comparison to 1 paper that found a positive effect and 4 papers that found no effect. found that AIDS orphans were more likely to participate in school than children with parents who died of non-AIDS-related illnesses. However, Pufall (2014a and 2014b) found no relationship between being HIV positive and educational outcomes. Some studies (e.g.
Bandson, 2013) showed that being HIV-infected delayed schooling. However, studies listed in the table went further by comparing different groups of HIV-affected children. For example, Cohen (1997) compared HIV-infected children with mild, moderate and severe symptoms, and found that children with severe symptoms missed more school. Mayes (1996) compared 66 American boys diagnosed with hemophilia, of which 18 were HIV positive. The results showed that HIVpositive boys missed more school days than non-HIV boys. However, there were no differences in academic grades. On the other hand, Delva (2009)'s comparison of AIDS orphans and non-AIDS orphans to non-orphans, showed that AIDS orphans in Guinea missed more school than non-orphans and other orphans. Kidman et al. (2012) went further by examining different types of orphans and found that double orphans and maternal orphans in Malawi experienced more educational deprivation compared to non-orphans. However, Orkin et al. (2014) found that HIV/AIDS orphanhood was not associated with non-enrollment or non-attendance in South Africa. They found that HIV/AIDS affected educational outcomes indirectly via orphanhood and parental/caregiver illness through poverty and internalization of problems.
Among the qualitative studies, found that HIV-infected children in Botswana reported no major problems in school performance. Other studies showed that HIV-infected children were missing school days due to illness and parental illness Bandason 2013; and Skoval & Ogutu, 2009 ). Table 4 shows that only 8 out of 11 (72%) papers found negative effects of HIV on gender differences in educational attainment within the group of HIV-infected children and children with HIV-infected parents. The results were mixed. Devla's (2009) analysis of different types of orphans in Guinea showed that regardless of orphan status, boys were significantly more likely to attend school on a daily basis than girls. Similarly, found that HIVaffected girls in China reported lower grades and had less interest in school. However, found that gender did not affect school attendance in Zambia. Orkin et al. (2014) showed that HIV-affected boys in South Africa reported difficulties with grade progression.
 Summary of gender comparisons of all children affected by HIV
Pufall et al., (2014 a) also showed that girls were more likely to be in correct grade for age compared to boys in Zimbabwe. found that being a girl was significantly associated with better educational functioning and being a boy was associated with more educational risks. Zivin, Thirumurthy, and Goldstein (2009) is the one of the few studies that analyzes effects of ARV's on children's education. They found that ARV treatment effects were and significant for Kenyan girls in early ARV treatment stages, and not significant for boys.
Only one qualitative study reported on gender-gaps in educational attainment. Jepkemboi & Adridge (2014) found that HIV-affected girls were more persistent and had a more positive attitude towards school than HIV-affected boys.
 Summary of intergenerational (parent-to-child) transmission of education
Category 3 in Table 4 shows that 8 out of 17 quantitative papers that examined how HIV-infected parents transmit education to their children found that HIV had negative effects. Akbulut-Yuksel and Turan (2013)'s comprehensive analysis of 11 countries in SSA showed that children with HIV-positive mothers attained 30% less education than the general population. Additionally, and Mishra et al. (2007) showed that children with AIDS-ill parents had low attendance rates. However, Kidman et al. (2012) found little evidence that living with an AIDSrelated disease had a negative effect on enrollment or grade attainment. Orkin et al. (2014) found that caregiver HIV/AIDS illness was associated with concentration problems via poverty and internalization of problems among South African adolescents. Zivin, Thirumurthy, and Goldstein (2009) found that children in early-stage ARV households and children in later-stage ARV households had similar increase in school attendance. Comparisons between orphans and children with HIV-infected parents by Tu et al. (2009) revealed that Chinese orphans have lower grades compared to children with HIV-infected parents. also found that Congolese maternal orphans withdrew from school more often than children with HIV-positive mothers. On the contrary, Floyd (2007) 's study in Malawi found no evidence of low grades among boys and girls of HIV-positive individuals. Similarly, Grant (2012) found no differences in school participating between children with HIV-positive mothers and HIV-negative mothers. However, the results showed that women who reported a medium or high likelihood of future HIV infection had children with higher odds of school enrollment compared to women did not anticipate future HIV infection.
Grant's mixed-methods study of mothers who were tested for HIV found that these parents were dedicated to ensuring that their children obtained their schooling while they are still in control of their children's matters. Additionally, qualitative studies showed that caregivers (such as relatives and grandparents) reported that children were frequently out of school due to financial problems (e.g. Kakooza & Kimuna, 2006 , Kembo, 2010 and Nyasani et al., 2009 ). Guo, Li and Sherr (2012) and Goldberg and Short (2016) produced systematic literature reviews similar to this study. Our study adds to these earlier reviews by distinguishing three mechanisms through which HIV affects children's educational attainment. These are sickness of the child, orphanhood, and parental illness. Our study also adds to the literature by distinguishing three main effects of HIV on educational attainment of children: effects on sick children and orphans, effects on gender-gaps, and effects on the intergenerational transmission of education. This study employed more databases than the previous reviews which resulted in the inclusion of additional studies, including additional quantitative studies some of them published recently, as well as qualitative and mixed-methods studies. Results from these latter studies complemented the results of quantitative studies by providing explanations of the three mechanisms through which HIV affects educational attainment. In addition, papers were included in this review if there was confirmation of HIV/AIDS infection of the child, HIV/AIDS infection of the parent, AIDS death of the parent, or AIDS-illness in the family. This helped establish the direct effects of HIV on educational attainment of children.
DISCUSSION
The results from this systematic literature review show that the three mechanisms have different effects on different types of children and educational outcomes. However, in some cases, certain groups of children face similar issues. For example, HIV orphans and children with HIV-positive parents may be living with grandparents or other relatives. These two groups of children are likely to face similar problems with their education. One of the mechanisms that affect children's schooling is HIV-related sickness. Studies included in this review showed that HIV-infected children attended fewer school days Mayes 1996) , dropped out of school more frequently Parchure et al., 2016) , were more likely not to be in the correct grade for their age or to have repeated a grade (Bandason et al., 2013; , and had low grades while in school . These results indicate that physical illness is the main barrier to HIV-infected children's schooling. Anabwani et al. (2016) found that HIV-infected children's absenteeism from school was mainly due to frequent medical appointments and illness. One solution to this issue may be to increase access to ARV treatment and extra lessons for HIV-infected children. Souza et al. (2010) found that about 90% of Brazilian adolescents who were on highly active antiretroviral therapy were attending school. Voluntary teaching programs in some African countries (e.g. Zambia, Uganda, and Malawi) could also be a viable solution to the issue of absenteeism and attendance among HIV-infected children.
The results also showed that orphans were more likely to dropout or not be enrolled in school (Aaspas, 1999; , experience grade delay , and have low attendance (Delva 2009 ). This is in contrast to the fact that HIV-infected children faced delays to their education mainly due to illness. These results were complemented by qualitative results that showed that AIDS orphans' education is interrupted due to financial problems Kembo 2010; Nyasani et al., 2009 ), lack of motivation (Jepkemboi and Aldridge, 2014), and disciplinary issues (Nyasani et al., 2009 ) . These qualitative studies were based on interviews with AIDS orphans, their teachers, and their caregivers. They provided an overview of the issues faced by AIDS orphans. The studies showed that issues faced by orphans are complex and that the mere provision of food and shelter is not necessarily sufficient. They may also need assistance with school fees and school supplies. Some international organizations such as SOS Children's Villages have initiated programs that meet the educational needs of orphans. Their programs provide comprehensive services to orphans by building family environments and providing a holistic approach to child-centered education. Collaboration with such organizations may ensure that orphans and children at risk have the comprehensive care needed to achieve their educational goals. Free universal education may also help. For example, the Universal Primary Education Program in Uganda provides tuition assistance to all eligible primary school children. However, with such programs, many children need further assistance with school supplies and uniforms (Kakooza and Kimuna, 2006) .
School children with HIV/AIDS-ill parents may miss school or may not be in the correct grade due to the need to provide care to parents Pufall et al., 2014a; Pufall et al., 2014b; . ARV treatment has been shown to reverse HIV-related adult morbidity and mortality . Zivin, Thirumurthy, and Goldstein (2009) found that providing Kenyan children with HIV-positive parents ARV treatment led to a significant increase in weekly hours of schooling. Scaling up ARV treatment for parents living with HIV could help them remain healthy and economically active, thereby avoiding delays to their children's education (Delva et al., 2009) . As in the case of orphans, children of HIV positive parents are also likely to live with their grandparents (Floyd, 2007) . This is supported by the qualitative study conducted by that found that HIV/AIDS orphans stated that their orphanhood status started with the illness of their parents as opposed to the death of their parents. Children living with sick adults, particularly girls face the burden of providing care and performing adult chores (Yamano and Jayne, 2005 ) . In addition, they are also more likely to be living with their grandparents or other relatives. Grandparents are likely to have only limited resources and may be too frail to work. Therefore, children living with grandparents, even when their AIDS-ill parents are alive, may face similar issues as AIDS orphans living with their grandparents. Floyd et al. (2007) suggested that foster carers (including grandparents) should be supported regardless of age and relationship to the child. Projects such as the Young Carers South Africa that help governments identify children who live in AIDS-sick homes and provide them with social welfare grants, home visits, and free school meals may help reduce these problems.
Most of the papers in this study examined effects of HIV on sick children, orphans, and children with HIV/AIDS-ill parents. A few studies (5 out of 57) mainly discussed effects on gender-gaps in educational attainment Kitara et al., 2013 . Most of the studies that discussed gender issues controlled for the gender variable or gender of the household head. found that girls who were maternal orphans were less likely to participate in school. On the other hand, Hensels et al., 2016 found that girls had better educational outcomes than boys. Kitara et al., 2013 examined non-orphaned, non-HIV orphaned and HIV orphaned girls. They found that non-orphaned and non-HIV orphaned girls had a more positive attitude towards school compared to HIV orphaned girls.
These few studies indicate that results on inter-gender and intra-gender issues among children affected by HIV are complex and remain underexplored. Examination of gender-gaps and gender issues among children affected by HIV requires attention given the fact that HIV-affected girls are also likely to experience the effects of patriarchal norms and stigma that could significantly affect their education Madiba and Ngwenya, 2017) .
Despite the advantages of our review design there are also a few limitations that need to be acknowledged. Specifically, we only included studies that confirmed HIV infection of the child or parent/guardian and HIV/AIDS death of a parent. This leaves out studies that examined effects of orphanhood on educational attainment. Additionally, our systematic literature review includes quantitative, mixed-methods, and qualitative papers, which makes difficult to standardize the comparisons among the papers. Despite these limitations, we were able to have a comprehensive set of studies that provided insight on issues faced by children affected by HIV.
CONCLUSION
The results of our systematic review showed the mechanisms that influence the relationship between HIV/AIDS and children's education. Differences were observed between HIV-infected and uninfected children, between HIV-affected boys and HIV-affected girls, and children with
HIV-infected parents and other groups of children. HIV-infected children mainly miss school days due to illness, orphaned children mainly lack financial means and motivation, and children with HIV-infected parents may care for their parents and or face similar issues as orphans. It is important to distinguish these mechanisms and groups of children so as to adequately formulate policy prescriptions (Evans and Miguel, 2007) . Orkin et al., (2014) is the only study that conducted path analyses between familial HIV/AIDS and educational outcomes. They found that HIV/AIDS affected educational outcomes indirectly via orphanhood and parental/caregiver illness through poverty and internalization of problems. Therefore, it is advisable to focus on interventions that reduce stigma rather than targeting individual families (Orkin et al., 2014) .
More studies on path analyses are needed so as to further inform policy.
Only a few studies examine gender-gaps in educational attainment among children affected by HIV. Therefore, there is no conclusive evidence on whether HIV-infected girls, female AIDSorphans, or girls with HIV-positive parents face more delays in schooling compared to their male counterparts. Additionally, because issues faced by children affected by HIV are complex, more mixed-methods and qualitative studies are needed to further understand the pathways that influence the relationship between HIV/AIDS and educational attainment of children. In particular, qualitative studies (through interviews and focus groups) could provide insight on these mechanisms by highlighting stories of different groups of children and caregivers. (1), 12-22. 28. Kembo, Joshua. (2010) Semi-structured interviews were conducted with children (aged 10-18 years). 12 children were asked to write letters to their parents, regardless of their survival status and tell them how they feel about their lives.
Dropout, attendance, absenteeism Yes
Qualitative data shows that some children affected by HIV/AIDS lack money to attend school. They also face hunger which affects their performance in school.
37
Nyasani (2009) South Africa
Focus group discussions and interviews
Grandparents were registered as foster-carers to orphans affected by HIV/AIDS Focus group discussions were conducted with a total of 45 participants. The groups were included elderly female foster-carers, community leaders, urban and rural elderly foster-carers. In-depth and key informant interviews were also performed.
Educational needs No
Rural grandparents were concerned with meeting educational needs of children.
The data revealed that the prospects for orphans' tertiary education was disquieting for both rural and urban grandparents.
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